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CFR(s): 483.10(c)(2){iiiv,v)(3)483.21(b)(2) |

483.10

(€)(2) The right to participate in the developmpnt
and implementation af his or her person-centered
plan of care, including but nal limited to:

(i) The right to participate in the planning process,
inciuding the right to identify individuals or rolés to
be inciuded in the planning process, the fight

fequest meetings and the right to request
revisions to the person-centered plan of cars,

(+]

(ii) The right to participate in establishing the
expected goais and cutcomes of care, the tyge,
amount, frequency, and duratian of care, and ny
other factors refated (o the effectiveness of thF
plan of care. ;

{iv) Tha right to receive the services and/or itéms
included in the plan of care.

xHp - SUMMARY STATEMENT OF GEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH OEFIGIENCY MUST BE PREGEOED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; [ TAG ! LROSS-REFERENCED YO THE APPRQPRIATE DaTC
_ ; 1 DEFICIENCY) ‘
F 000 INITIAL COMMENTS F 000 £280
Amended 2567 on 12/4/17 1o reflect the addifion 1. Resident #62 care plan was 12/12/17
of F323 and F280, : indlvidualized for-transfers on _
Afecertification survey ang complaint . 7/28/17 for a 2 person assist with all:
investigation (#42025) was conducted on 10/2/17 » transfers by the charge nurse.
through 10/4/17, 3t Four Oaks Health Care Resident’s care plan was updated onj
Center, Deﬁcier_’ncies were cited under 42 CFR return from hospital on 7/36/17 for
EF; :;l;:laeas‘ Requirements for Long Term Care 3 person assist with mechanical lift
F260 RIGHT TO PARTICIPATE PLANNING | F 280 far 3l translers by Director of
ss=p CARE-REVISE CP i ' Nursing. On 11/2/17 resident #52

care plan was updated for 2 person

assist with mechanical lift with

transfers as an individuallzed
intervention for transfer according |

to the resident's Minimal Data i

Sheet,

Current resident’s care plans were ;

audited for individualized

interventions of their functional
status with transfers according to
the resident’s current Minimal Data

Sheets {MDS) by MDS coordinator,

Director of Nursing, and Assistant

Director of Nursing by 12/8/17.

3. The MDS coordinators were
educated by the Director of Nursing
on 12/6/17 related to developing
individualized care plans based on

othor safeguands provido aulficiant prolaction 1o [he patiants, (Sea by
toflowing \he date of survey whothar ar not @ plan of cormection Is proyl
days following the gatd thess decuments am made avallads to the ¢
program paricipation.

Any deflciency staiameat snding with an asterisk {*) darotas a dﬂﬁd‘E

FORM CNS-2587(02:80) Pravious Vorsinng Dbackta Event 10:

Myt

{v) The right to see the care pian, including tl'ie Minimum Data Set (MDS) for
tight to sign after significant changes to the plan functional status with transfers. The
of care. Director of Nursing wiil educate new
: hire licensed staff on developing
{ABORATORY DIRELIORS DERISUP, %}s SIGRATURE TITLE (8} DATG
- “g P 102202017

cy whith tha inglitution may be excused from corracting providing It s determines thal
tuctions.} Excapt for nursing homos, the findings 4lated abeva ate dissiosadla 30 days
ed, Fornursing homes, the abave findings and plana of comeclion aro disclosable 14
iity, If defclencies are ¢itad, Bn approved plan of corrsction Is aguisis 1o continusd
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F 280 Continued From page 1

(c)(3) The facility shall inform the resident of thg
right to participate in his or her treatment and
shall support the rasident in this right. The
planning process must—

- (i) Facliitate the inclusion of the resident andfor-
resident representative,

(ii) Include an assessment of the resident's
strengths and needs.

{ill) Incorporate the resident's personal and
cultural preférences in developing goals of care.

48321
(b} Comprehensiva Care Plans

(2) A comprehensive care plan must be-

{i} Developed within 7 days atter completion of
the comprehensive assessment

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

{8} A registered nurse with responsibility for the
resident :
(C) Anurse aide with cespansibility for the
resident,

{0) A member of food and nutritlon services staff.
{E} To the extent practicable, the participation af

the resident and the resident's representative(s}.
An explanation must be included in a resident’s

individualized care plans for
F 280 funectional transfers,

4. Residents newly admitted, due a
quarterly, annual, or significant
change assessment will be audited
for individualized interventions of
their functional status with transfers,
according to thelr Minimal Data E
Sheets {(MDS) by the MDS ‘
coordinator, Director of Nursing, and
the Assistant Director of Nursing
weekly for 4 weeks, and then 2 more
months for 100% compliance to
ensure the care plan is individualized
according to thelr Minimal Data
Sheet (MDS). The rasuits of the
audits will be presented monthly by:
the Director of Nursing to the
Quality Assurance/ Performance |
Improvement Committee consisting:
of: the Administrator, Director of
Nursing, Assistant Director of !
Nursing, Staff Development
Coordinator, Medical Director, MDS:
Coordinators, Admissicns Director,
Medical Records, Housekeeping
Directar, Human Resource Director,.
Director of Rehab, Food Servicas '
Director, and Activity Director for '
recommendatians for a minimal of

100% compliance for 3 consecutive
months then randomly thereafter
for ongoing surveillance. i

FORM CMS-2567(02.00} Pravitus Vonyions Obsalsla Evor ID:M¥CI11
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F 280 Continued From page 2 F 280-

medical record if the participation of the resldent
and their reskient representative is determingd
not practicable for the devalopment of the
resident’s care plan.

(F) Other appropriate statf or professionals in
disciplines 8s determined by the resident's needs
or as requested by the resident, :

(iii} Reviewed and revised by the interdisciplinary
team after each assessment, inciuding both the
comprehensive and quarterly review
assegsments,
Ihis REQUIREMENT is not met as evidenced
¥
Based on medical record review and interview,
the facility failed to develop an indlvidualized plan
of care to identify required assistance for the
transter needs of 1 resident (#62) of 3 residants
revigwed far accidents.

The findIngs included:

Medical racord review revaaled Residant ¥62 was
admitted to the facility on 11/12/12, and
readmitted on 7/30/17 with diagnosis including
Vascular Dementia with Behavioral Oisturbance,
Chranlz Ischemic Heart Disease, Essential
Hypertension, Depressive Disorder, Other
Disorder of Bone Density and Structure,
unspecified, and Csteaparosis with Current
Pathological Fracture.

Medical record review of the quarterly Minimum
Data Set (MD5), dated 6/8/17, revealed a Btief
Interview of Mental Status {BIMS} of 3 (indigating
severe cognitive impairment). Continued review
reveated Resident #52 had been assessed for
functional slatus with transfers (how the resident

FORM GMS-2587(02-98) Pravius Varsions Gbsstala Evaat 10:MVCH1

Facinty 1D: TNODOS Il eontinualion shast Page 3of 1
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F 280 Continued From page 3 F 280

moves between surfaces including 1o of fram
nedfchair, wheelchalk, or standing position) ot a
"4* indicating total deperxience and required 2
plus persens for physical assistance,

* Review of the Care Plan dated 9/22/16 with a

goal date of September 2017, revealad, _
..Problom/Meed .. ADL [Activities of Daily Living] -
Resident requires assistance with and/of
provision for ADL's - Ox [diagnosis) of Damantia,
generalized weakness, decraased moblity.
Conltinued review of the Care Plan Approaches
(interventions) revealed,  ...assist with ADL's as
needed." Continued review of the Care Plan for
“Falis" revealed, * ...Risk for falls due to hx
fhistary| of falls, genarak2ed weakness,
non-ambuiatory, decreased mobility, decreaged
safety awareness, Dx dementia. Review of ihe
“Approaches” (o prevent falis) revealed,

...Asslst with ADLRransfers as needed ..."
Continued review of the Care Plan revealed no
resident-specific quidance for transfor assistance
for Regident #82,

Review of the Certified Nurse Aide {(CNA)
Completed Care Task documentation dated
112817 and 7/29/17 revaaled Resident #62 had
been transferred on thasa dates with the
asslstance of two persans and the assisienge of
ONe person,

Medital record review of nurae's entry dated
7129117 at 12:03 PM, revealad Resldent #62

= .noted {o have swelling, bruising, and warmth to
left lower leg mid-calf, noted tghtness of myscle
with palpation...new order.. ultrasound of LLE flaft
lower axtcemity)..." Further review revealed
Resident #62 was transforred to the hospityl per
family request at 1:34 PM. ’

FORN CMS-2587(32-90) Prmvicus Vorsions Obsdlato Evant D MVG 1Y Focutty I0: TNPGOS
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10 PROVICER'S FLAN OF CORRECTION

TAG

DEFICIENGY)
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F 280 Continued From page 4

Medical record seview of the arnergency

department history and physical dated 7/20/117
ravealed ", X-ray of lefl lower extramity shows
comminuted fracture of the proximal tibia...sevete
knee asteoarthilis...no surgicat inferventions
planned...”

Interview with the MDS Coordinator #1 on 10/3/17
_al 3:40 PM, in the MDS office confirmed the MDS
assessmant dated 6/9/17 was ¢oded carrectly for

transler needs raquiring total dependence and 2
plus persons for physical assistance. Further

interview with the MDS Coordinalor #1 confitmed -

she was responsibls for the davalspment of the
Care Plans and failed to davelop individualized
interventions for Rasident #62 to addrass her
total dependence on 2 person assistanca for
transfer needs,

[nteeview with the Director of Nursing on 1073117
at 5:50 PM, in the Conference Room, confirmad
the facility falled to individualize the care plan to
meat the specific neads for transfer assistance
for Resident #52,

F 323 FREE OF ACGIDENT

5s=D HAZARDS/SUPERVISIQN/DEVICES
CFR(s): 483.25(d)(1){2)(N)(1)-(3}

{d} Accidents.
The facility must ensure that -

(1) The resident environment remaing as free
from accident hazards as s possible; and

(2) Each resident receives gdequate supervision
and assistange devicas ta prevent accidents.

F 280

F323

1
i
1

FORM CM5-2507{02:96) Provious Voruions Obaglats
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o SUMMARY STATEMENT OF DEFIGIENGIES | ip PROVIDER'S PLAN OF CORRECTION T

FOUR OAKS HEALTH CARE CENTER

appropriate alternatives prior to instaliing a side or

{n) - Bed Raiis, The facility mus! attempt to use
bed rail. if 2 bed or side rail is used, the facili{(

maintenance of bed rails, Includiag but not 1;
to the foliowing elements. ;

must ensure correct installation, use, and rr‘
itedt

(1) Assess the resident for risk of entrapment
from bed ralls prior to installation,

(2) Review the risks and benafits of bed ralis yith
the resldent or resident representative and oblain
informed consent prior to instaliation. ;

(3) Ensure that the bed's dimensiaas are :
2ppropriate for the resident's size and weight, |
Ihis REQUIREMENT is not mat as evidenced

y: : '

Based on madical record review, review of fagi
investigation, and interview the facility failed 1
provide adequate supervision and assistance for
1 resident (R62) of 3 residants reviewed for
accidents.

The findings included:

T

Medical record review revealed Resident #62 was
“admitied to the facility on 11712112 and readmi ed

713017 wilh diagnosis including Vascuiar
Dementia with Behaviorai Disturbance, Chroni

Ischemic Heart Disease, Essential Hypertensign,

Depressive Disorder, Other Disarder of Bone |

Osteoporosis with Current Pathalogical Fracly

Density and Structure, unspecified, and 4’2

Medical record review of the quarterly Minimy
Data Sel (MDS), dated 6/9/17, revealed a Brie:
Inlerview of Mental Status {BIMS) of 3 {indicating
Severe cognitive impairment), and functional i

iy

D
FE;?E’;;): {EACH DEFICHENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTWE ACTION SHOULD BE , COMPLETION
TAG REGULATORY OR L5G I0ENTIFYING INFORMATION) | TAG CROSS-REFERENCED YO THE APPROPRIATE ;  omre
o ; DEFICENCY) :
!
F 323 Continued From page 5 | F323 ‘
F323 12/12/17

1
Resident #62 care plan was updated '
on return from hospital on 7/30/17
for 3 persan mechanical lift with
transfers by the Director of Nursing ’
to ensure adequate assistance was
provided to the resident during
transfers. Education was provided
to certified nursing asslstants by the -
Staff Development Coordinator that
resident #62 would be transferred
with 3 person asslst with mechanical
lift from 7/30/17-9/5/17.Cn
11/2/17 resident #62 care plan was
updated for 2 person assist with :
mechanical iift with transfers as an
individualized intervention for
transfer according to the resident’s
Minimal Data Sheet, The Care plan
was reviewed by the Director of
Nursing on 12/6/17 and transfer ‘|
with asslst as needed was removed.’
An audit was completed by Diractor
of Nursing and Assistant Director of
Nursing on 12/6/17-12/8/17 of
current residents In the facility that
are total dependent for transfers.
No other residents were identitiad afs
being affacted.

FORM CMS.2867(02-00) Provigus Varslera Obaolalg

Evemm;u\?mn
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status lor transfer (how the resident moves .
between surfaces including 1o or from bedichal,
wheeichair, standing position} as a "4" ingicating
total dependance and requiring 2 plus parsong:
physloatl assistance.

Review of the Certified Nurse Aide (CNA)

. Completed Care Task documentation dated
7128/17 and 7/29/17 revealed Resident #562 had
been transferred on these dates with the
assistance of two persons and the assistance ol )
one person.

Madical record review of the facility investigali¢n
dated 7/29/17 revealed Resident #52 sustainet) a
left tibia/fibula fracture *...incident was noted ta be
of unknown origin...” Continued revigw revealgd .
recommmendations/corrective actions inciuded “2

" assist ¢ [wilh} all transfers 7 mechanical fitte
transfers.”

STATEMENT OF DEFIGIENCIES (X$) PROVIDER/SUPPLIERICLIA %2) MULTIPLE CONSTRUCTION X3) DATE SUR
AND PLAN OF CORRECTION DENTIFICATION NUMBER: L.BUILIJIMG O bt
i
445458 8. wina 10/04/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
110t PERSIMMON RIDGE RO
FOLUR OAKS HEALTH CARE CENTER
. : JONESBOROUGH, TN 37655
O SUMMARY STATEMENT OF DEFICIENCIES 5 ) PROVIDER'S PLAN OF CORREGTION T s
PREFIX .  (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SKOULD BE COMPLETIO
Tas | REGULATORY OR L$C IOENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIAYE QATE
X | DEFICIENCY) .
" 3. Nurses and certified nursing ;
F 323 Conlinued From page 6 F 323 assistance were educated from

7/29/27- 8/5/17 on transferring
: " residents that are total dependence
for transfers by the Staff '
Development Coordinator. Cert[ﬂedi
nursing assistants had a transfetring »
resident competency completed by |
Director of Rehab, Staff
Development Nurse, and Registered -
Nursing Supervisor from 7/29/17- |
a/5/17. New hire employees will ber
educated an transfaers of residents
that require total dependence by |
Staff Development Coordinator and ;
have a transferring resident
competency completed during i
oMentation and upon annual '
anniversary.

Medical record review dated 7/29/17 at 12:03 P, 4. Current residents totally dependent :
L?:{!E_Igd :ledsident #tr?iol ..;‘ltc;ted to l;uave_ gweiigﬂg. for transfers will be audited by the
istng, and warm eft lower leg mid-calf, : . . .

nated tightness of muscle with palpation...new Director of .Nurslng, and tl,.'e
order...ullrasound of LLE fleft lower extremity]...” Assistant Diractor of Nursing, and _
Further review revealed Resident #62 was Staff Development Coardinator, and:
transferred Lo the hnspltal per family request at Nursing Supervisor weekly for4 |
1:34 PM. : weeks, then monthly for 2 months !
Medical record review of the emengency for 100% complia{n-ce to ensure

. department history and physical dated 712917 adequate supervision and assistance

“revealed "... X-ray of left lower extremity show in transferring is being performed.
comminuted fracture of the proximal tibla...severe The results of the audits willbe |
kn‘aee ogteoam?nh:' N9 surﬂaal fl nt;rv:zntlgns ’ presented monthly by the Rirector i
planned...no clear cause of ine Haclure... of Nursing to the Quality Assurance/
Interview with Licensed Praclical Nurse #1 on !
1013117 at 10:36 AM, in the Conference Room;

FORM CMS-2587(02:96) Pravicus Vorsions Obgciela Evant ID:MVC 14 Faciliy 10; THROS If continuation sheed Fage 7 of 1
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445459 8. NG 10/04/2017
NAME OF PROVIDER 0A SUPFLIER ' ETREET ADORESS, CITY, STATE, ZIP CODE
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(X410 SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF GORRECTION Lon
PREFIX . {EACH DEFICIENLY MUST BE PRECEDED BY FULL PREFIX [EACH CCRRECTIVE ACTION SHOULD 8B ! coMpiEnon
TAG REGULATORY OR L5G IDENTIFYING INFORMATION]) Twg CROSS-REFERENGED YO YHE APPRQPRIATE oxre
Ny } i DEFIGIENCY)
! ' :
F 323 Continued From page 7 i F323; Performance improvement
%lgf}md FN: “;1 Raskgg };isbéﬁ‘l’r?t';‘nm;:hf Committee consisting of:
o look at Residen 's left leg, Further - .
interview confirmed the taft lag was swaollen ans Administrator, Birector of Nursing, i
bruised below the knee. Assistant Director of Nursing, Staff :
Development Coordinator, Medical |
Interview with GI;A#‘! on 1003717-at 1110 AM, in Birector, MDS Coordinators,
the Conference Room, revealed along with GNA issions Direct icat
¥2, at approximately 10:30 AM on 7/29/17, Admissions rek Or‘iMEd.'ca
transferred Resident #62 from the chair 1o the Records, Housekeeping Director,
bed and did not notice any abnormalities of the- Human Resource Director, Directar .
left leg or any signs or symptoms of pain, Fu rthpr of Rehab, Food Services Director,
infarview revealed at 11:30 AM, CNA#1 checkdd and Activity Director.
the resident for incontinence and noticed a bruise -
on her leR shin, :
1
Tetephone interview with CNA 22 on 10/3/17 at: '
11:25 AM, confirrned she ransferred Resident
#82 on 7/29117 before breakfast from the bed 1 :
the chair without assistance. Continued intervigiv ,'
with CNA #2 ravealed "...! know how 1o do it..." '
Further interview confirmed prior to transferring !
her before luneh on 7/29/17 along with CNA#1
she noticed a bruise around the ¢aff area of the:
left leg. ;
Interview with the Medica! Director on 10/3117 at :
5:30 PM, in the Conference Room revealed - '
"....the leg is not healing because of her ;
comarbldities...dementia...she has weak | |
bones...transfer could have been a factor,.” !
Interview with the Directar of Nurses on 10/317
21 5:50 PM, confirmed Resident #82 was totally: .
dependent with 2 persons pius assist necessary !
for transfer at the fime of the injury. Further i
interview confirmed Resident #82 was transferrad .
from the bed to the chair with 1 staff member,
Continued interview confirmed the facility had .
failed to ensure adequale supervision and
FORM CMS-2562(02-00} Pavious Varslons Obsotaie EvantID:MiCIn Facibity 1D: THROOS it continuation shaot Page 8 of 11
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assistance in transferring Resident #62, i
F 326 MAINTAIN NUTRITION STATUS UNLESS F 325 i11/1817
§5=p UNAVOIDAELE i

CFR(s}: 483.26(g){(1)(3)

(9) Assisted nutrition and hydration,

(Includes naso-gastric and gastrostomy tubes,
beth percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejundstomy, and
enteral fluids), Based on a residant's
comprehansive assessment, the faciiity must
ensure that a resident-

{1) Maintains acceptable parameters of nutritignal
status, such as usual bady weight or desirable
body waight range and eleciralyte balance, unlgss.
the resideat's ¢clinical condition demonstrates that
this is not possible or resident prefarences
indicate othenwise;

{3) Is offered a therapeutic diet when there is g
nutritionat problem and the heatth care provider
orders a therapeutic diet.

. This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview,
the Eacillfy failed 1o provide adequate nutritional
interventions to aid in waund healing for 1
resident (¥17) of 3 residents reviewed for
pressure ulcers of 21 sesidents sampled.

The findings included:

Medical record review revealed Resident #17 was
admitted to the facility on 4/28/17 with diagnoses
including Cirrhosis af Liver, Atrial Fluter,
Hypathyroldism, Morbid Cbesity, Prediabetes,

- Chronic Pain Syndrome, Anemia, and Anxiety.

Protein supplement was ordered for
resident #17 on 10/9/17. Care plan was
updated by MDS nurse an 10/9/17.
Resident #17 was evaluated for nutritional
interventions to aide in the healing of
wound by Registered Dietician on 10/11/17.

1

i
Current restdents with wounds were
audited on 10/12/17 for nutritional
interventions to ald {n wound healing by the
dietary manager and Director of Nursing.
No other residents with wounds were f:[md
to he affected.

The dietary manager was educated by:the
Diractor of Nursing on 10/3/17 to notifylthe
Registered Dietician for a consultatiosn on
residents with new or worsening wounds
for Interventions to promote wound
healing.

Residents with new or worsening wm.inds
will be audited for Registered Dietigian
consultation and implementatlon of
interventions to promote wound healing by
Directar of Nursing and or Dietary Manager
weekly for 4 waeks, then manthly for 3
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Medical racord review of Nultitional Rigk Review
and Assessment form dated 5/8/17 revealed,

" ..Nutritional Risk Scare ...12...10 or mora =
[equals] High Risk...Prassure Ulcer Risk...3...3 or
more = High Risk..."

Medical record review of Departmental Notes
dated 8/5/17 revealed, *...dietary will abserve for
nutritional needs...”

Medical record review of Resident #17's Care ]
Plan updated 8M0/17 revealed, "...Resident is at
risk for poot intake,.."

Medical record review of lab results obtained from
the hospital dated 8/14/17 cevealed, “...Total
Protein [lab to measure pratein in blood),..5.5...L
flow)...Albumin [leb to measura albumin in
blaad}...2.2 L flow]..."

Medical recard review of the Wound Assessment
form dated B/15/17 revealed "...pressure
ulcer,..right heel...new
wound...unstageable...pressure yicer,, left bottam
of heel,,.new wound...unstageable...”

Meadical record review of the Pregsure Ulcer
Prevention Checklist dated 8/25/17 revealed,
"...ntritional assessment: Dietary Consultation. ..

Review of Resident #17s medical resord
revealed no dietary consultation after 8r5/17,

Interview with the Dietary Manager on 10/04/17 at
10:47 AM, in the Dietary office, confirmed, *...no
dietaty interventions had been initiated to aid in
the healing of Resident #17's newly identified -
pressure ulcers...”
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months thereafter and/or until 100%
compliance, then randomly there-after. The
Director of Nursing will report the results of

the audits to the Quality
Assurance/Performance Improvement
Committee for 4 months or until substantial
compliance is achleved. The Quality
Assurance/ Performance Improveméent
Commlttee consists of at least the
Administratar, Director of Nursing,
Assistant Director of Nursing, Staff
Development Coordinator, MDS
Coordinators, Admissions Director, Medlcal
Records Clerk, Wound Care Nurse, Therfapv
Services Dlrector, Human Resoqrce
Manager, Business Office Manager,
Housekeeping Director, Dletary Manaéer,

- Soclal Services Director, Activity Director,
and the Medical Director.
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F 325 Continued From page 10 Fazs I
interview with the Director of Nursing an 10/04/17 :
at 11:18 AM, confirmed the facility failed 1o :
provide the necessary dielary interventions ta aid '
in Resident #17's pressure ulcer wound healing. :
I
t
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